Little is known about how women with borderline personality disorder (BPD) and women with social phobia react to mental illness stigma. The goal of this study was to assess empirically self-stigma and its correlates in these groups. Self-stigma and related constructs were measured by self-report questionnaires among 60 women with BPD and 30 women with social phobia. Self-stigma was inversely related to self-esteem, self-efficacy, and quality of life and predicted low self-esteem after controlling for depression and shame-proneness. Stereotype awareness was not significantly correlated with self-esteem or quality of life. While there was no difference in stereotype awareness between women with BPD and women with social phobia, women with BPD showed higher self-stigma than women with social phobia. Self-stigma is associated with low self-esteem and other indices of poor psychological well-being. In comparison to women with social phobia, women with BPD suffer from more self-stigma. This may reflect intense labeling processes as being mentally ill due to repeated hospitalizations, frequent interpersonal difficulties, and visible scars.
and its impact on people with mental illness, stereotype awareness and its possible consequence, self-stigma, need to be distinguished (Corrigan et al., In press) . Little is known so far about how self-stigma interacts with other factors to influence self-esteem. In addition to self-stigma, depression and shame-proneness are likely to also diminish self-esteem ( Figure 1 ; Schmitz et al., 2003; Tangney and Dearing, 2002b) . Self-stigma may lead to shame as an emotional consequence ( Figure 1 ; Lewis, 1998) . Recently, it has been recognized that emotional aspects of self-stigma such as shame are highly relevant, although so far largely neglected by empirical research (Link et al., 2004) .
The points mentioned so far are relevant for people with any mental disorder. However, people with different mental disorders may suffer from self-stigma to different degrees. Especially persons with a chronic and severe mental illness such as borderline personality disorder (BPD; Lieb et al., 2004) are likely to be affected by intense social labeling processes as being mentally ill, e.g., due to frequent hospitalizations and visible scars. This labeling may then lead to self-stigma and diminished self-esteem Markham, 2003) . Self-stigma may be further reinforced in women with BPD because shame is considered to be a central emotion in BPD (Linehan, 1993; Rüsch et al., in press b) and may render individuals more vulnerable to self-stigma (Figure 1) . Therefore, it is important to compare people with mental illness at presumably high risk for self-stigma, such as women with BPD, with persons with a less severe mental illness such as social phobia. Persons with social phobia can be considered a particularly relevant clinical control group since the fear of being humiliated and devalued represents a core characteristic of social phobia, as demonstrated, for example, by the respective DSM-IV criteria.
Both women with BPD and women with social phobia are members of the general public. Thus, they are likely to have been familiarized since childhood with public stereotypes about persons with mental illness-as have people with any other mental illness (Corrigan and Watson, 2002) . It can therefore be expected that individuals in both diagnostic groups display equal levels of stereotype awareness. As far as the levels of self-stigma in the two diagnostic groups are concerned, so far there is hardly any empirical research assessing whether persons with different mental disorders may respond differently to public stigma and show different degrees of self-stigma (Rüsch et al., 2006) . Instead, most quantitative research on self-stigma has been done on groups of mental health service consumers with various diagnoses, including psychotic, affective, substance abuse, and personality disorders. We hypothesized that women with BPD would show more self-stigma because, first, women with BPD experience more labeling as mentally ill than women with social phobia; and second, we expected that high shame-proneness among women with BPD (Rü sch et al., in press b) would render them more vulnerable to selfstigmatize.
To our knowledge, so far there have been neither studies assessing self-stigma and its correlates among women with BPD or social phobia nor studies quantitatively comparing self-stigma between people with different diagnoses.
Aims of the Study
This study was designed to test the following three hypotheses:
(1) Regardless of diagnosis, self-stigma is negatively related to self-esteem, quality of life, self-efficacy, empowerment, and experiential avoidance, and positively correlated with shame and psychopathology. (2) Self-stigma predicts low self-esteem above and beyond depression and shame-proneness. (3) While stereotype awareness is similar among women with BPD and women with social phobia, self-stigma is higher and leads to lower self-esteem among women with BPD than among women with social phobia.
METHODS

Participants
Sixty women with BPD were recruited at the Department of Psychiatry and Psychotherapy, University of Freiburg, Germany, and at the Department of Psychiatry, Meissenberg, Zug, Switzerland, and were assessed 1 week after hospital admission. All women with BPD met the DSM-IV diagnostic criteria for BPD as assessed by the appropriate segment of the Structured Clinical Interview for DSM-IV Personality Disorders (First et al., 1997a) . Axis I comorbidity of women with BPD was assessed with the Mini-International Neuropsychiatric Interview (Sheehan et al., 1998) . All women with BPD admitted to the wards who met inclusion and exclusion criteria and were willing to participate in the study were recruited consecutively.
Thirty women with social phobia were recruited at the Department of Psychiatry and Psychotherapy, University of Freiburg, and at the Department of Neuropsychology, Central Institute of Mental Health, Mannheim, Germany. All subjects with social phobia were female outpatients and met diagnostic criteria for social phobia according to SCID-I (First et al. 1997b) . In this group, Axis I and Axis II comorbidity were assessed with the SCID-I and SCID-II, respectively (First et al., 1997a (First et al., , 1997b . Exclusion criteria for women with BPD and women with social phobia were a history of schizophrenia, bipolar I disorder, or mental retardation. A comorbid BPD was an exclusion criterion for the group of women with social phobia.
All 90 subjects in this study were female, were age 18 to 50, had German as their native language, and had finished school with at least 9 years of school education. All subjects gave written informed consent to the study after procedures had been fully explained. The study protocol was approved by the local ethics committee of Freiburg University.
Sociodemographic and clinical characteristics are reported in Table 1 . Women with BPD showed more current and previous Axis I comorbidity than women with social phobia, which was paralleled by more frequent suicide attempts and psychiatric hospitalizations. Of the women with social phobia, 14 (47%) had one or more comorbid personality disorders, including avoidant (13), dependent (2), and obsessive-compulsive (3) personality disorders. Axis II comorbidity among women with BPD was not assessed. Ten women with BPD (17%) had a comorbid social phobia.
Measures
Stigma Measures
Our conceptualization of self-stigma as result of a stepwise process includes the following components: stereotype awareness (i.e., perceived discrimination in the terminology of Link et al., 1989) , stereotype agreement, self-concurrence, and self-esteem decrement because of concurring with the negative belief (Corrigan et al., In press; cf. Figure 1) . Perceived discrimination and ways of coping with stigmatization were assessed using Link's Perceived Stigma Questionnaire (PSQ; Link et al., 1989 ; German version: Angermeyer, Unpublished) that yields subscales of perceived discrimination and of social withdrawal due to fear of stigma (scaling and average score between 1 and 6). Stereotype awareness, stereotype agreement, self-concurrence, and self-esteem decrement due to self-stigma were examined with the Self-Stigma of Mental Illness Scale (SSMIS; Corrigan et al., In press; German version: Rüsch and Brück, Unpublished) . The SSMIS consists of four subscales (stereotype awareness, stereotype agreement, self-concurrence, and self-esteem decrement due to self-stigma) with 10 items each, scaled 1 to 9, yielding sum scores between 10 and 90 for each subscale. For items on stereotype awareness, the introductory clause was, "I think the public believes most persons with mental illness . . ." Subsequent clauses or words were adapted from Link's Perceived Stigma Questionnaire (Link et al., 1989) , such as ". . . will not recover or get better" or ". . . are dangerous" or ". . . are to blame for their problems." Each of the other three subscales of the SSMIS contained the identical 10 items, but the introductory clause differed for each subscale: "I think most persons with mental illness are . . ." for stereotype agreement; "Because I have a mental illness, I . . ." for self-concurrence; and "I currently respect myself less because I . . ." for self-esteem decrement due to self-stigma. Corrigan et al. (In press) reported Cronbach ␣ values of 0.91, 0.72, 0.81, and 0.88, and test-retest reliabilities of 0.73, 0.68, 0.82, and 0.78, respectively, for the four SSMIS subscales: stereotype awareness, stereotype agreement, self-concurrence, and self-esteem decrement due to self-stigma. For the German version in our study, we found ␣ values of 0.92, 0.82, 0.83, and 0.88, respectively. Since self-stigma and empowerment can be conceptualized as opposite poles on a continuum (Corrigan, 2002) , we also assessed empowerment as an indirect measure of self-stigma using the Empowerment Scale (ES; Rogers et al., 1997; German version: Kleim, Unpublished) with 28 items and scaling and average score from 1 to 6.
Measures of Shame-Proneness, Self-Esteem, and Self-Efficacy
Shame-proneness was conceptualized by the short version of the Test of Self-Conscious Affect (TOSCA-3; Tangney et al., 2000; in press a German version: Rüsch and Brück, Unpublished), validated by Tangney and Dearing (2002a) , that consists of 11 negative social scenarios: for example, "You attend your coworker's housewarming party and you spill red wine on a new cream-colored carpet, but you think no one notices." For each scenario, four possible reactions are presented, one of them a shame reaction, for this scenario: "You would wish you were anywhere but at the party." Ratings were scaled from 1, "not likely," to 5, "very likely," yielding a sum-score of shame-proneness between 11 and 55. Rosenberg's 10-item Self-Esteem Scale was used to measure general self-esteem with an average score between 0 and 3 (RSE; Rosenberg, 1965; German version: Ferring and Filipp, 1996) . General self-efficacy was measured by the 10-item Generalized Self-Efficacy Scale with scaling and average score between 1 and 6 (GSE; Schwarzer, 1993 , including a German version).
Quality of Life, Experiential Avoidance, and Clinical Scales
Quality of life was assessed by the SmithKline Beecham Quality of Life Scale (SBQoL; Stoker et al., 1992;  German version: Rüsch and Brück, Unpublished), a 28-item self-report questionnaire that assesses various constructs including psychological and physical well-being, social relationships, activities, and work, with scaling and average score from 1 to 7. Experiential avoidance was rated using the 9-item version of the Acceptance and Action Questionnaire (AAQ; Hayes et al., 2004b ; German version: Rüsch and Brück, Unpublished) with higher scores of the sum score, ranged 9 to 63, representing higher experiential avoidance, often related to avoidant dysfunctional behavior. Depression was measured with a 15-item version of the Center for Epidemiologic Studies Depression Scale (CES-D; Radloff, 1977; German version: Hautzinger and Bailer, 1993) , scaled 0 to 3 with a sum score between 0 and 45. General psychopathology was assessed by the Symptom Check List-Revised (SCL-90-R, Derogatis, 1977; German version: Franke, 1992) , yielding an average score between 0 and 4.
Analysis
All analyses were conducted using SPSS for windows, version 11.1.5. Sociodemographic, clinical, and stigma-related variables were compared by 2 tests for proportions and t tests for means. Pearson correlations were used to assess correlations between the different stigma measures (Table 2) . Partial correlations, controlling for depression as a confounding variable, were obtained to assess the correlations between stigma measures and other constructs since depression was expected to be correlated with both stigma measures and other constructs (Table 3) . The correlations between self-stigma measures and general psychopathology were not controlled for depression since depression is an essential part of general psychopathology. In this case, controlling for depression would have been misleading, removing most of the meaningful variance (last row of Table 3 ). Multiple linear regression analyses were calculated to assess the influence of selfstigma, shame-proneness, and depression on general selfesteem, including interaction terms (Allison, 1977) . Adjusted R 2 values are reported to indicate the amount of variance of self-esteem accounted for by the regression model (Table 4) . To keep type I error due to multiple comparisons at a reasonable level, only findings at the p Ͻ 0.01 level are considered significant in all analyses.
RESULTS
Correlations of Self-Stigma Measures and Depression
A first set of analyses dealt with self-stigma measures and related constructs among women with borderline personality disorder and women with social phobia. We examined intercorrelations of self-stigma variables and depression with Pearson correlations (Table 2) . Stereotype awareness (SSMIS) was positively correlated with stereotype agreement (SSMIS) and perceived discrimination (PSQ), while there was only a trend of a positive correlation with the other SSMIS subscales. Stereotype awareness was not correlated with social withdrawal due to fear of stigma (PSQ). Stereotype agreement was moderately correlated with all three other SSMIS subscales, but not with social withdrawal due to fear of stigma. Self-concurrence and self-esteem decrement due to (Table 2) . From the four SSMIS subscales, we found two pairs with similar correlational patterns: first, stereotype awareness and stereotype agreement; second, self-concurrence and selfesteem decrement due to self-stigma. Each two subscales in a pair were positively intercorrelated, and both scales in each pair showed similar correlational patterns with depression (CES-D): the first pair was not, the second was positively correlated with depression.
Correlations Between Self-Stigma Measures and Other Constructs Partial Correlations, Controlling for Depression
To analyze the correlations between self-stigma and other variables, we calculated partial correlations controlling for the confounding variable of depression (CES-D). In women with BPD and women with social phobia, stereotype awareness, stereotype agreement (SSMIS), and perceived discrimination (PSQ) were not significantly correlated with self-esteem, self-efficacy, empowerment, experiential avoidance, quality of life, or psychopathology (Table 3) -apart from shame-proneness (TOSCA-3), which was positively correlated with stereotype awareness (SSMIS), and empowerment (ES), which was negatively related to stereotype agreement (SSMIS).
A different picture emerged for self-concurrence, selfesteem decrement due to self-stigma (SSMIS), and social withdrawal due to fear of stigma (PSQ), which showed a similar correlational pattern: all three were negatively correlated with self-esteem, self-efficacy, empowerment, experiential avoidance, and quality of life, and positively correlated with general psychopathology and shame-proneness (only a trend for the correlation of the latter with withdrawal). Corrigan et al. ( In press) had reported Pearson correlations between the four SSMIS subscales and measures of self-esteem and self-efficacy among 60 people with psychiatric disability. In their study, general self-esteem (RSE) was correlated as follows: r ϭ -.39, p Ͻ 0.01, with stereotype awareness; r ϭ -.16, NS, with stereotype agreement; r ϭ -.46, p Ͻ 0.001, with self-concurrence; and r ϭ -.48, p Ͻ 0.001, with self-esteem decrement. The Pearson correlations between general self-efficacy (GSE) and the SSMIS subscales correlations were r ϭ -.39, p Ͻ 0.001; r ϭ -.05, NS; r ϭ -.42, p Ͻ 0.001; and r ϭ -.47, p Ͻ 0.001, respectively. To allow a direct comparison with the results of Corrigan et al., we calculated the corresponding Pearson correlations of our study, not controlled for depression, between general self-esteem (RSE) and general self-efficacy (GSE) and the four SSMIS subscales (Table 3 , superscript b).
Zero-Order Correlations
Self-Stigma Predicting Low Self-Esteem
To test our second hypothesis that self-stigma is a significant predictor of diminished self-esteem above and beyond depression and shame-proneness, we calculated a multiple regression analysis using general self-esteem (RSE) as a dependent variable (Table 4) . As independent variables, we chose depression (CES-D), shame-proneness (TOSCA-3), and self-concurrence (SSMIS) because this third subscale of the SSMIS captures the latter, self-stigmatizing part of the four-level process of self-stigma (cf. Figure 1) . Also, selfconcurrence shows less conceptual overlap with the dependent variable general self-esteem (RSE) than the fourth subscale, self-esteem decrement due to self-stigma. Multicollinearity in the model using these three independent variables was acceptable with all three variance inflation factors below 1.5 and all tolerance values above 0.7.
In step 1, depression (CES-D) and shame-proneness (TOSCA-3) were entered; in step 2, self-concurrence (SS-MIS; Table 4 , superscript b). Self-concurrence accounted for an additional 12% of general self-esteem's variance in step 2. The entire regression model explained almost half of general self-esteem's variance.
We were also interested to examine whether interaction terms of the independent variables explained additional variance of self-esteem. Therefore we calculated four product terms (following a z-standardization in the case of the three continuous variables since scaling differed between the respective scales): shame-proneness by depression, shameproneness by self-concurrence, depression by self-concurrence, and diagnosis by self-concurrence. When included as an additional, fourth independent variable in the regression on self-esteem, none of these interaction terms was significantly predictive of self-esteem, nor did adjusted R 2 of the four respective regressions increase as compared with the regression model reported in Table 4 (for this approach of hierarchical testing of interaction terms in multiple regressions, see Allison, 1977) . Further, we controlled for diagnosis by entering it as a fourth independent variable in the regression reported in Table 4 , in addition to depression, shame- 
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Between-Group Comparisons for Self-Stigma Measures and Related Constructs
To test our third hypothesis that stereotype awareness is similar among women with BPD and women with social phobia, while women with BPD show higher levels of selfstigma, we compared means between both groups (Table 5) . Stereotype awareness (SSMIS), perceived discrimination (PSQ), and stereotype agreement (SSMIS) did not differ between women with BPD and women with social phobia. However, self-concurrence, self-esteem decrement due to self-stigma (SSMIS), and withdrawal (PSQ) were significantly higher among women with BPD. Women with BPD also showed significantly lower experiential avoidance (AAQ) and higher general psychopathology (SCL-90-R) than women with social phobia.
DISCUSSION
This study assessed self-stigma and its correlates among women with BPD and women with social phobia. To measure perceived stigma and self-stigma, we used two questionnaires: the SSMIS, which conceptualizes self-stigma as a four-level process (Figure 1) , and the PSQ, measuring perceived stigma and the dysfunctional coping style of social withdrawal due to fear of stigma. Our findings support the notion of self-stigma as a multilevel process because the first two levels, stereotype awareness and stereotype agreement, were uncorrelated with depression or social withdrawal and only moderately correlated with the other two SSMIS subscales. On the contrary, the last two levels of the self-stigma process, self-concurrence and self-esteem decrement due to self-stigma, were positively correlated with both depression and withdrawal. Thus, the SSMIS appears to validly separate between the first and the last two levels of the four-level process, confirming the validation study by Corrigan et al. (In press ).
The Impact of Self-Stigma
Considering the correlates of stigma for people with mental illness, stereotype awareness and self-esteem decrement due to self-stigma need to be distinguished. Stereotype awareness was not or was only weakly correlated with selfesteem and other indices of psychological well-being. As the only exception, stereotype awareness was correlated with shame-proneness. This is plausible because shame is often a painful emotional reaction to being exposed and humiliated (Gilbert, 1998) . Persons who are aware of public prejudices against themselves that may expose and humiliate them in social contacts are therefore likely to be shame-prone. The trend of an inverse correlation of stereotype awareness and self-esteem echoes previous findings among people with bipolar disorder (Hayward et al., 2002) . In contrast to stereotype awareness, self-esteem decrement due to self-stigma was, after controlling for depression, negatively correlated with various areas of psychological well-being: general selfesteem, self-efficacy, empowerment, and quality of life. These results confirmed our first hypothesis. The dysfunctional coping style of social withdrawal due to fear of stigma was, like self-concurrence and self-esteem decrement due to self-stigma, inversely related to the same constructs. This confirms previous findings (Link et al., 1989 (Link et al., , 2001 ) that withdrawal, meant to be a coping mechanism to protect people with mental illness from negative consequences of being labeled and stigmatized, in fact is harmful.
Self-esteem decrement due to self-stigma was also related to high experiential avoidance and high shame-proneness. Psychotherapy research has recently become increasingly interested in the concept of experiential avoidance and acceptance (Hayes et al., 2004a ). An avoidant coping style (Hayes et al., 2004b) , and may stop people from taking needed action such as seeking treatment of their mental illness. Correspondingly, in our sample, experiential avoidance was related to social withdrawal due to fear of stigma. Shame, on the other hand, is a painful emotion and is often avoided. Since help-seeking can provoke shame for many people with mental illness (Gilbert, 1998) , shameproneness may be an obstacle to seeking treatment of one's mental illness. Given this background and the correlation of self-stigma with both experiential avoidance and shameproneness, this may be one way to understand how fear of stigma and self-stigma impede service utilization and compliance among people with mental illness (Corrigan and Rüsch, 2002) . The inverse correlation of self-stigma and self-esteem can be interpreted in different ways. We favor the interpretation that self-stigma leads to diminished self-esteem as a consequence. In a longitudinal study among people with severe mental illness, Link et al. (2001) found that baseline self-esteem did not predict perceived discrimination or withdrawal due to fear of stigma at follow-up; on the contrary, baseline levels of perceived discrimination and social withdrawal due to fear of stigma predicted low self-esteem after 2 years. In the light of these findings, we consider it unlikely that poor self-esteem leads to increased self-stigma and not selfstigma to diminished self-esteem. However, our cross-sectional data do not allow us to draw conclusions on causality.
Corrigan et al. (In press) surprisingly had found that stereotype awareness but not stereotype agreement was negatively correlated with both self-efficacy and self-esteem. We could not replicate this finding. In our study, results were more consistent in the sense that stereotype awareness and stereotype agreement showed very similar correlational patterns, i.e., both were not significantly correlated with selfefficacy and both showed a trend of a negative correlation with self-esteem. In the stepwise process of self-stigma (Figure 1) , apparently both stereotype awareness and stereotype agreement do not yet diminish self-esteem and self-efficacy, while self-concurrence and self-esteem decrement due to self-stigma do.
Diminished self-esteem is a common consequence of self-stigma (Link et al., 2001) . However, it is certainly not the only factor influencing general self-esteem. In people with mental illness, two other factors likely play a major role besides self-stigma: the level of depression, common not only in affective syndromes (Schmitz et al., 2003) , and the proneness to negative emotions such as shame (Tangney and Dearing, 2002b) . Our model that self-stigma, depression, and shame-proneness contribute independently to diminished selfesteem (Figure 1 ) was confirmed.
Self-Stigma in Women With BPD
It is plausible that women with BPD and women with social phobia are equally aware of public stereotypes because women from both groups are members of the general public and have been familiarized with public stereotypes about mental illness since childhood. On the other hand, women with BPD appear to cope differently with being stigmatized and to suffer from more self-stigma than women with social phobia, which confirmed our third hypothesis. Our results confirm findings of a recent qualitative study that people with different diagnoses may experience stigma in different ways (Dinos et al., 2004) . There are two possible explanations for the difference between women with BPD and women with social phobia in our study. First, labeling processes lead to stigmatization (Link, 1987) . Labeling as mentally ill is likely to be intense among women with BPD due to the severity of the condition, frequent hospitalizations, common interpersonal difficulties, and visible discredited stigmata such as scars. A second line of explanation for the group differences would be that shame-proneness renders women with BPD more vulnerable to self-stigma in a vicious circle (Lewis, 1998) : shame-proneness may stem from traumatic childhood experiences that are common in BPD and may be an emotional consequence of stigma. In line with this explanation, in our study, shame-proneness was higher among women with BPD, and shame-proneness was related to self-stigma. Still, we cannot rule out the possibility that the difference in self-stigma stems, at least in part, from the different levels of functioning between the two groups.
Limitations of the Study
Due to use of correlational analyses, conclusions with regard to causality between self-stigma and self-esteem are limited. Future studies involving larger sample sizes are needed to test hypotheses using path analysis and structured equation models. By studying only women, we gained more homogeneous groups and comparable findings, but studying men and women would be necessary to assess possible gender differences. The fact that one out of six women with BPD suffered from comorbid social phobia may have attenuated the distinction between the two groups. However, high comorbidity rates closely reflect clinical reality in BPD and increase the external validity of this study. A further psychiatric comparison group, e.g., women with depression, would have allowed us to examine further how people with different disorders react to stigma. In addition to diagnosis, the level of functioning may influence the personal response to stigma. Hence, future studies on self-stigma should control for global functioning and inpatient versus outpatient status.
CONCLUSION
Our findings support the conceptualization of selfstigma as a multilevel process that is associated with low self-esteem and poor psychological well-being. For many people with mental illness, self-stigma may be as serious a problem as the symptoms of their mental illness. Future efforts to diminish self-stigma need to consider the different elements and consequences of self-stigma to be effective. Since self-stigma is related to experiential avoidance and shame-proneness, this may be one way stigma leads to decreased service utilization, poor compliance, and increased difficulties to live an independent life. Therefore, fear of stigma and self-stigma should be on every clinician's mind when working with people with mental illness. Psychotherapeutic interventions to help people deal with public and self-stigma need to be developed. It is further important to be Rüsch et al. The Journal of Nervous and Mental Disease • Volume 194, Number 10, October 2006 aware of diagnoses or patterns of shame-proneness and avoidance that may make people more vulnerable to selfstigma. Women with BPD appear to be such a group at high risk for self-stigma.
